In developing countries, policymakers and program planners often use unmet need as a measure of the unfulfilled demand for family planning methods and services. Unmet need represents the family planning needs of fecund women who are sexually active, do not use contraceptives and want to delay or limit childbearing. One study based on data from 20 developing countries demonstrated that the level of unmet need varies depending on which stage of the fertility transition a country is undergoing. 1 Countries with a high total fertility rate (TFR) and a high demand for children typically have a low level of unmet need, as do countries with a low TFR and generally high contraceptive use. Unmet need is highest in countries that are in the middle stages of their fertility transition-when desired family size is changing rapidly and the demand for family planning services is substantial.
Yet the use of unmet need to identify program strategies has been questioned, because in countries where contraceptive use is rising, many unintended pregnancies are the consequence of contraceptive failure or discontinuation. 2 One study estimated that the TFR in most countries could be reduced by a fifth to nearly a half if births attributed to contraceptive failure or discontinuation for any reason other than a desire to become pregnant were eliminated. 3 Furthermore, this study found that more than half of unwanted pregnancies were the result of contraceptive failure or discontinuation. Supporting effective contraceptive use among current users, rather than emphasizing contraceptive adoption among new users, especially in countries where fertility is on the decline, is considered an important programmatic strategy. 4 In contrast, a study in Upper Egypt found that women who do not use contraceptives but have an unmet need for family planning contribute the largest share of unintended (mistimed or unwanted) pregnancies. 5 Because much of Sub-Saharan Africa has levels of contraceptive use and unmet need similar to those of Upper Egypt, this study recommended that family planning programs should continue to focus on the promotion of contraceptive use among women and men with unmet need.
Targeting women who have recently adopted family planning, and so are at an elevated risk of discontinuation or contraceptive failure, and identifying women with an unmet need are both important strategies for improving access to family planning services. However, using these strategies to identify women at greatest risk of discontinuation assumes that there is a strong, consistent association between reported fertility desires and contraceptive use.
A number of studies from the United States have demonstrated inconsistencies between women's reported fertility desires and their contraceptive use. 6 In a U.S. study, about one-third of contraceptive failures (pregnancies that occur when a method is used) were reported to have occurred at about the right time and were therefore classified (accord-ing to the standard definition) as intended. 7 Moreover, a quarter of women who experienced a contraceptive failure and whose pregnancies were classified as unintended also said they were happy or very happy about the pregnancy. This has led to a debate on whether some women who experience contraceptive failure are ambivalent about avoiding pregnancy, and therefore use contraceptives inconsistently. Although such ambivalence was first identified among contraceptive users, many nonusers may also be ambivalent about getting pregnant, which may affect their motivation to use family planning.
A longitudinal study of unmet need in Morocco found that among women with an unmet need for means of limiting births, more than half had a birth in the three-year follow-up period. 8 Two-thirds of these births were later reported as wanted. Whether this reflects ambivalence or rationalization is not clear, but both are possible explanations. Other research has indicated that many women are ambivalent toward contraception and thus are less likely to use a family planning method, 9 leaving them at risk of a mistimed or unwanted pregnancy.
In Sub-Saharan Africa, recent efforts by international donors are attempting to reinvigorate family planning programs that have been underfunded. 10 The question of whether to focus resources on increasing the number of new users or improving the effectiveness of use among current users is especially salient, because many countries are beginning the fertility transition and are expected to have high levels of unmet need and unintended pregnancy over the transitional period. At the end of the 1990s, roughly a quarter to a third of women in Sub-Saharan Africa had an unmet need for family planning. 11 Moreover, in countries such as Kenya and Ghana, recent research has explored why fertility rates have stalled in the middle of the fertility transition, instead of following the expected pattern of continuously declining fertility. 12 New policy and program strategies have been instituted in Kenya and Ghana to address their stalled fertility rates. 13 Because many women may have ambivalent fertility intentions, these strategies also need to address the decision-making processes that are involved in fertility and family planning.
This article is one of the first to explore the strength of fertility motivations and the ambivalent fertility desires among women in Sub-Saharan Africa. This type of information is crucial for identifying which women are most at risk of having unintended pregnancies and for determining effective strategies to meet their family planning needs.
DATA AND METHODS
We used Demographic and Health Survey (DHS) data on pregnancy history, use of family planning and fertility preferences collected in 1998-1999 (hereafter referred to as 1998) and 2003 from women in three Sub-Saharan African countries: Burkina Faso, Ghana and Kenya. 14 The 2003 data are of particular interest because a novel question was included in all three surveys. All respondents who wanted to delay childbearing for two or more years or to limit childbearing, or who were unsure about future childbearing, were asked: "How much of a problem would it be if you found out you were pregnant in the next few weeks?" Response options were "no problem," "small problem" and "big problem." Respondents' answers, in combination with their reported fertility desires, were used to assess their motivation to avoid pregnancy. Our analysis included only those women who wanted to delay or limit childbearing.
The 1998 surveys included a similar question: "How happy would you be if you found out you were pregnant in the next few weeks?" Response options were "happy," "doesn't matter" and "unhappy." In the 1998 Ghana survey, all women who wanted to delay or limit births were asked this question. In the 1998 Kenya and Burkina Faso surveys, only women who wanted a child soon or who wanted to delay childbearing were asked this question. For these two countries, we included only women who wanted to delay childbearing.
For analyses of fertility intentions, contraceptive use and motivation to avoid pregnancy, we included only women who were formally married or living with a partner, and who were currently exposed to the risk of getting pregnant. In particular, we excluded women who were pregnant, amenorrheic (postpartum) or sterilized; who declared themselves infecund; or who had not had intercourse in the last thermore, a higher proportion of Ghanaian women wanted to delay childbearing in 2003 than in 1998 (32% vs. 25%), a trend consistent with the slightly higher contraceptive use and higher unmet need in 2003. A similar pattern was found in Burkina Faso, where higher proportions of women wanted to delay or limit childbearing in the later survey. In Kenya, there was little change in fertility desires over the five-year period. In the 2003 survey, when women who wanted to delay or limit childbearing were asked how much of a problem it would be if they got pregnant in the next few weeks, about three-quarters of those in Burkina Faso and Ghana said it would be a big problem. Conversely, about a quarter said it would be no problem or a small problem. In Kenya, 57% of women reported that it would be a big problem and 43% said no problem or a small problem.
Using Fertility Motivations to Identify Family Planning Strategies
In 1998, when women were asked how happy they would be if they got pregnant in the next few weeks, the overwhelming majority of Ghanaian women-82%-reported that they would be unhappy; the remaining 18% said they would be happy or that it would not matter. Responses to these related questions from the two surveys show there is little difference in the two measures, suggesting that they capture similar fertility motivations. In Burkina Faso, 81% of women said they would be unhappy if they became pregnant soon. Among Kenyan women, 63% said they would be unhappy. In these two countries, only women who wanted to delay childbearing were asked this question in 1998, making comyear. Women who reported that they had last had intercourse before the birth of their last child were also excluded.
To examine how fertility intentions relate to contraceptive use and motivations, we focused on women who reported that they wanted to delay childbearing for two or more years (delay) and women who wanted to stop childbearing (limit). Those who wanted more children but were unsure of the timing were excluded because they had not been asked whether getting pregnant would be a problem. In addition, the small number of women who reported that they were undecided on future childbearing were excluded because it was difficult to assess how motivated they were to avoid pregnancy. For the Kenya and Burkina Faso comparisons of fertility motivations between 1998 and 2003, we reduced the sample further to include only women who wanted to delay childbearing, since these are the women who were asked the "happiness" and "problem" questions.
All surveys used a multistage sampling strategy and were weighted to be nationally representative. Analyses adjusted for the sampling design and were performed using Stata 9.
RESULTS
The three countries selected for this analysis provide a rich perspective on the varying levels of fertility, contraceptive use and unmet need in Sub-Saharan Africa. The TFR was highest in Burkina Faso, at 5.9 births per woman aged 15-49 in 2003, a decline from 6.4 births five years earlier (Table  1 , page 186). In Kenya, the TFR for 2003 was 4.9, up from 4.7 in the earlier survey. In Ghana, the rate remained constant over this period at 4.4 births per woman. Use of any method of contraception varied widely in 2003-from 39% among women who were married or living with a partner in Kenya (unchanged from 1998), to 25% in Ghana (22% in 1998), to 14% in Burkina Faso (12% in 1998). The use of modern contraceptives followed a similar pattern: remaining steady at 32% in Kenya, rising from 13% to 19% in Ghana, and rising from 5% to 9% in Burkina Faso.
Unmet need also varied across the three countries. Among Kenyan women in 2003, 14% had an unmet need for means of delaying births and 10% had an unmet need for means of limiting births; the values for 1998 are nearly identical. In Ghana in 2003, 22% of women had an unmet need for means of delaying births and 12% had an unmet need for means of limiting births. These values had increased since 1998, as women began to want smaller families. Finally, in Burkina Faso in 2003, 22% of women had an unmet need for means of delaying but only 7% had an unmet need for means of limiting childbearing; these rates had changed little since the earlier survey.
As expected, Burkina Faso, with the highest TFR, had the highest proportion of women who reported that they wanted another child soon (38%). It also had the lowest proportion of women who wanted to stop childbearing (27%). In contrast, only 22% of Kenyan women in 2003 wanted another child soon, and 49% did not want any more children. Fertility desires in Ghana were intermediate on these two measures (27% and 35%, respectively). Fur- parison between the two surveys difficult. In 2003, among women in Burkina Faso who wanted to delay childbearing and did not practice contraception, 68% said it would be a big problem if they became pregnant in the next few weeks, and 32% said it would be no problem or a small problem ( Table 2 , page 187). Among those who reported that they wanted to delay childbearing and were practicing contraception, 65% said it would be a big problem if they became pregnant soon. Among both contraceptive users and nonusers in Burkina Faso who wanted to limit childbearing, more than 80% said it would be a big problem if they became pregnant in the next few weeks. The 2003 findings for Ghana are surprisingly similar to those for Burkina Faso: About eight in 10 Ghanaian women who wanted to delay or limit childbearing said it would be a big problem if they got pregnant.
The data from Kenya tell a different story. In 2003, six in 10 women who wanted to delay childbearing-both those who practiced contraception and those who did not-said that it would be no problem or a small problem if they became pregnant in the next few weeks. Thus a majority of these women were ambivalent about future childbearing. Among Kenyan women who wanted to limit childbearing, one-third said it would be no problem or a small problem if they got pregnant; this level of ambivalence was higher than that in the other two countries.
Among women in Burkina Faso who said it would be a big problem if they became pregnant, wanted to delay childbearing and did not use contraceptives, the most common reasons for nonuse were infrequent intercourse, not knowing a source, husband or partner opposition, and cost (Table  3 , page 187). Among women who reported infrequent intercourse, 57% said their last sexual encounter had occurred six or more months earlier (not shown). The major reasons for nonuse among women who wanted to delay childbearing and said it would be no problem or a small problem included not knowing a source, infrequent intercourse, and husband or partner opposition. For those who wanted to limit childbearing and said it would be a big problem, the most common reasons for nonuse were infrequent intercourse, being menopausal or subfecund, not knowing a source and cost. Only a quarter of those citing infrequent intercourse had had their last sexual encounter at least six months previously. Women who wanted to limit childbearing and said pregnancy would be no problem or a small problem cited similar reasons.
Among Ghanaian and Kenyan women who wanted to delay or limit births and said it would be a big problem if they became pregnant soon, more than a third of nonusers reported that side effects or health concerns kept them from practicing contraception. Other common reasons given by women in Ghana who wanted to delay childbearing were cost, not knowing a source and infrequent intercourse. Kenyan women who wanted to delay births also cited husband or partner opposition, while those who wanted to limit births cited being menopausal or subfecund.
Among women in Burkina Faso who wanted to delay childbearing in 1998, 21% of contraceptive nonusers and 16% of users said becoming pregnant soon would make them happy or would not matter (Table 4 ). In 1998, as in 2003, about a quarter of Ghanaian women who wanted to delay childbearing were ambivalent, answering that they would be happy or that it would not matter if they soon became pregnant. The proportions who wanted to limit childbearing in 1998 and said they would be unhappy if they got pregnant (83% of nonusers and 91% of users) were similar to the proportions in 2003 who said a pregnancy would be a big problem. This suggests that these two measures are capturing similar fertility motivations in the two surveys.
More than a third of Kenyan women who reported in 1998 that they wanted to delay childbearing-whether or not they practiced contraception-said they would be happy or that it would not matter if they became pregnant in the next few weeks. Notably, when women from Burkina Faso and Kenya who wanted to get pregnant in the near future were asked this question, the overwhelming majority of those not using contraceptives said they would be happy if they got pregnant (87% and 92%, respectively-not shown). This suggests that the measure accurately reflects the degree to which women want to get pregnant in these countries.
In Burkina Faso and Ghana in 2003, 31% and 26%, respectively, of women with an unmet need for means of delaying childbearing said becoming pregnant soon would be no problem or a small problem, whereas more than twothirds viewed it as a big problem (Table 5 ). Among women in these two countries who had an unmet need for means continuing use, and our data indicate that at least a quarter of those who use contraceptives to delay childbearing might report unexpected pregnancies as being intended. If the goal is to reduce unintended pregnancies, these ambivalent users may not be the best group to target. Kenya's fertility transition has not continued: Fertility rates have risen and contraceptive use is no longer increasing. 15 Furthermore, the country's overall contraceptive discontinuation rate over 12 months rose from 33% to 38% between 1998 and 2003, 16 which may lead to an increase in fertility while levels of contraceptive use remain unchanged. Although this study cannot explain these trends, it does offer some insight. In particular, we find that Kenyan women overall are more ambivalent about future childbearing than women in Ghana and Burkina Faso, and it appears that their ambivalence has risen over this five-year period. Why is the fertility situation in Kenya different?
Using Fertility Motivations to Identify Family Planning Strategies
First, Kenya's fertility transition is further advanced than those in Ghana and Burkina Faso. It is possible that levels of ambivalence rise in the later stages of a country's fertility transition. As smaller family sizes become the norm, larger proportions of women who report a desire to delay or limit childbearing may follow the trend but hold these desires somewhat weakly. For example, although having a third or fourth child may not be considered ideal, it may not be unattractive to these women either. Second, because of the devastating consequences of the AIDS epidemic in Kenya since the 1990s, it is possible that the fear of losing a family member or a child has led to a growing demand for more children. 17 A third explanation is that there was decreasing emphasis on information, education and communication programs in Kenya during the study period, 18 and this decline in outreach efforts may have led to a drop in parents' desire for smaller families. The fourth possibility is methodological: The 1998 and 2003 questions measuring how happy a woman would be and how much of a problem it would be if she were to get pregnant soon may not be capturing similar fertility motivations in Kenya. Qualitative research is needed to help us better understand whether ambivalence has changed over time and how it has affected fertility rates and contraceptive use. This analysis found changes that suggest a decline in use of family planning services and a rise in fertility, but they do not tell us why these changes are being observed.
Limitations
This study has a number of limitations. First, the data used to examine the strength of fertility motivations and ambivalence were cross-sectional and derived from only a few measures. It was not possible to determine whether inconsistencies between fertility desires and feelings about getting pregnant in the near future reflected true ambivalence or simply pronatalist views. Moreover, we could not assess whether women who became pregnant as a result of contraceptive failure subsequently considered the pregnancy to be intended or unintended. Second, this study inof limiting childbearing, only 16% and 17%, respectively, said it would be no problem or a small problem, while more than 80% said it would be a big problem.
The unmet need findings for Kenya show a different pattern. Among women with an unmet need for means of delaying childbearing, 56% said it would be no problem or a small problem if they became pregnant in the next few weeks. Among women with an unmet need for means of limiting childbearing, 30% said it would be no problem or a small problem if they got pregnant soon. Hence, the proportions of Kenyan women with an unmet need who were ambivalent were nearly twice as large as those in Burkina Faso and Ghana.
DISCUSSION
These findings from three Sub-Saharan African countries demonstrate the importance of considering the strength of women's fertility motivations when determining who has a need for family planning services. As in studies from the United States, at least a quarter of women who want to delay or limit childbearing appear to be ambivalent about future childbearing. Moreover, although the level of contraceptive use was highest in Kenya, women in this country also reported the highest levels of ambivalence about childbearing. Yet in all three countries, large proportions of both users and nonusers of family planning gave ambivalent responses. Women who are ambivalent may be less likely than other women to initiate contraceptive use or more likely to discontinue use if they experience side effects or opposition from their husband or partner. Ambivalent users may also be more likely to use methods inconsistently.
These results suggest that two groups of women should be of particular interest to family planning providers. The first group includes women who want to delay childbearing, are not practicing contraception and say that it would be a big problem if they soon became pregnant. These women need information on short-term methods and where to obtain them, information on side effects to reduce fears and allay health concerns, and outreach programs to change partner and community norms opposing contraceptive use. Qualitative studies would improve our understanding of why these women-who are the most motivated to delay childbearing-have such low rates of contraceptive use.
The second group includes women who want to limit childbearing, are not practicing contraception and say it would be a big problem if they became pregnant soon. Notably, many women in this group perceive themselves to be infecund or subfecund. Yet if they are indeed fecund, they may experience an unintended pregnancy. Mass media programs that encourage women to use family planning when they no longer want children may help some of these women recognize their need for long-term family planning and help them gain access to such services.
It is critical to encourage consistent use for women who have recently adopted a contraceptive method. However, some of these women may be ambivalent and at risk of dis- cludes only women's fertility desires and perspectives on childbearing. The inclusion of their partners' perspectives would improve our understanding of why some women appear ambivalent, especially given that partner opposition was often cited as a reason for not using contraceptives. Furthermore, studies of couples have demonstrated that male partners exert considerable influence over women's use of family planning services. 19 Another limitation is that the strength of fertility motivations was measured by different questions on the two surveys, which raises the possibility that the observed differences were a consequence of translation and interpretation issues. However, the consistency in fertility motivation between the two time periods for Ghana suggests that these measures may be capturing similar attitudes. In Kenya, it is not possible to tell whether differences over time reflect a true variation in levels of ambivalence or simply a variation attributable to the questions themselves. Cultural and language differences among the countries may further reduce the overall comparability of responses.
Conclusions
This study shows why family planning programs need to employ more than just the concept of unmet need to target women (and men) in Sub-Saharan Africa. At least a quarter of women with an unmet need appear to be ambivalent about their childbearing and might not use family planning even if it were accessible, affordable and provided in a highquality setting. And even if these women did adopt family planning, they might be at high risk of contraceptive failure, discontinuation or inconsistent use.
This study has revealed three main program strategies. First, programs should target women who do not practice contraception but are highly motivated to avoid pregnancy. These women could be identified through one-on-one discussions when they visit health facilities for their own health needs or those of their children. A systematic screening algorithm meant to integrate reproductive health services into other clinic-based services may be an ideal method for identifying such women. 20 Furthermore, outreach workers could be sent to locations where women congregate, such as markets, work-based settings and taxi stands. These workers could use a brief screening tool to help identify the most motivated women and direct them to family planning services when appropriate.
A second strategy involves training service providers to offer contraceptive users information on how to use methods, what to do if they experience side effects and how to choose an alternative method, all of which would encourage more effective use among women who have strong motivations to avoid pregnancy. This approach could result in better short-and long-term continuation rates, as well as more consistent use. Finally, while much emphasis has been placed on community outreach to increase access to family planning methods, it is also important to strengthen community-based strategies that affect fertility demand so that women who are being offered services develop strong motivations and desires to adopt and continue to use contraceptive methods. Recognizing women's (and men's) ambivalence toward future pregnancies may be a critical help in developing appropriate strategies for both identifying and retaining contraceptive users with the overall goal of reducing unintended pregnancies. 
